
Name: ____________________________________________________________________________________________

This form must be submitted, in addition to the Union University Health Form and evidence of specific immunization / 
screening, by all students applying to the School of Pharmacy.

GENERAL APPEARANCE

__________________________________________________________________________________________________

__________________________________________________________________________________________________

PHYSICAL EXAMINATION

Height: ________________  Blood Pressure: _________________ Weight: ______________  Pulse: ______________

Eyes Without Glasses:  Right 20/ _______  Left 20/ ______  Eyes With Glasses:  Right 20/ ________  Left 20/ _____

HGB or HCT ____________________  UA ____________________  Hearing Assessment _____________________

(O-if Normal,  √- if Abnormal and Explain)

Please complete reverse side

______  Skin

______  Scalp

______  Eyes and Lid

______  Ears

______  Nose

______  Throat

______  Mouth

______  Lymphatic System

______  Breast

______  Lungs

______  Heart

______  Back

______  Abdomen

______  Genitalia/Rectal

______  Musculoskeletal

______  Neurological

Explanation: _______________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

PHYSICAL EXAMINATION FORM
SCHOOL OF PHARMACY



Please Provide the Appropriate Proof of Immunity or Screening; include dates:

Tuberculosis:       MMR:  Proof of immunity by:
    Negative screening as evidenced by:         Titer or immunization
    Skin Test (required yearly) or Chest X-Ray results    (Booster needed if initial after 1957)
        Varicella:  Titer
 
Tetanus, Diphtheria, and Acellular Pertussis (Td/Tdap):   Hepatitis B:
 Proof of immunization within the last 10 years       Immunization

Current treatment for medical illness? If so, explain.

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________

Current Medications? if so, list all.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

List past or present emotional or substance abuse problems and treatments.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

On the basis of your examination and knowledge do you feel that the applicant is physically and emotionally able to under-
take a program of study in pharmacy:  

Yes    No    without accommodation ________________________________________________________________

Yes    No    with accommodation ___________________________________________________________________

Additional Comments: _______________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Examiner’s Signature: ____________________________________ Examiner’s Title: ____________________________

Examiner’s Name (Print): ______________________________________________ Date: ________________________

Office Tel. No: ________________________ License No: ________________  State/Country Licensed: _____________

Address: ___________________________________________________________________________________________
 Street City State  Zip

(eff. 5/08)


